INTRODUCTION
Pilomatricoma also known as calcifying epithelioma was first described by Malherbe and Chenantais in 1880. It is usually an asymptomatic lesion. The typical presentation of the tumor is soliter, firm, flesh-colored and asymptomatic nodule beneath the skin. In recent years, except for the typical clinical presentation, some different manifestations of the tumor have been reported as bullous, bullalike, anetodermic, atrophodermic and perforating [1, 2] .
CASE REPORT
A 28 year-old young man was admitted to our dermatology clinic due to his odd-looking shoulder mass. According to the patient's history, just after a weight-lifting exercise, he felt a sudden and sharp pain in his left shoulder 6 months ago. Due to his ongoing shoulder pain, he was admitted to an orthopedist two weeks after, and was diagnosed with deltoid mucle tear. Then, he was prescribed some pain medications and the patient's complaint was improved in a two weeks period only leaving a bruise-like blemish. Two and half months ago he noticed a slight bulging on the traumatic region and it grew increasingly in size. The patient did not state that he was subjected to any other pricking or blunt trauma. Personal, and family histories were unremarkable. In the dermatological examination, a spindle-shaped, swollen, bright-red colored, 4.5x 2.5 cm in size and semi-translucent lesion was seen on the left deltoid region. At both ends of the long axis of the lesion, there were stria-like atrophic triangles ( Figure 1a ). With palpation, a deep, firm, non-tender nodule was felt beneath the bulla. Physical examination findings were normal and there was no regional lymphadenopathy. Dermatoscopic examination showed, irregular white opacities located on a blurred and livid-red background which were surrounded by red-colored tortuous small structures ( Figure 1b) . Routine hematological and biochemical examinations of the patient were normal. The superficial soft tissue ultrasonograpy showed 4.6x2.8 cm diameter, a well-circumscribed, heterogen and hypo-echoic soft tissue mass. When the skin was removed, a hemorrhagic fluid and a white 1×1 cm calcifying and rough tumor was observed, and lesion was totally excised (Figure 1c) . On histopathological examination, the tumor nests composed of eosinophilic shadow cells, basophilic cells, multinucleated giant cells and small calcium salt accumulations surrounded by a fibrous capsule in the deep dermis were detected. In the superficial and mid dermis, moderate lymphedema and increased numbers of dilated lymphatics filled with eosinophilic lymph fluid were observed (Figure 2a,b,c) . With the clinicopathological findings the patient was diagnosed with bullous pilomatricoma.
Figure1. A bullous mass on the left deltoid region of the patient (a). Dermatoscopic appearance of the lesion (b). A whitish and rough calcified tumor was seen when the overlying skin was removed (c).

Figure2. The tumor containing epithelial islands of basophilic and shadow cells, multinucleated giant cells, small calcium accumulations in the deep dermis, and dilated small lymphatic vessels, and lymphedema in the superficial dermis (a. HEX40, b. HEX100, c. HEX100).
DISCUSSION
The bullous pilomatricomas are located in mostly in shoulder and upper extremity and predominantly found in females, and their incidence is between 3%-6% [3] . Different clinical manifestations of bullous pilomatricomas have been described as erythematous, bluish or skin-colored, semi-transparent, heavily folded or striae-like, flaccid blisters, overlying a solitary, firm nodule [4] . The skin overlying pilomatricoma can sometimes be atrophic. It is supposed that this atrophic appearance is related to the loss of elastic fibers and dermal edema [3] . Mechanic irritations such as continuous mechanic stimulation, scratching and pinching trauma and continuous pressure play an important role in the development of bullous pilomatricomas [1, 2, 5] . Except for the patient's sex, the clinical features of our patient (age, location, appearance of the lesion) complied with the literature. In the history of our patient there were no previouly described reasons. However, our patient's lesion was formed on the previously torn muscle site which developed in the course of a weight-lifting exercise, and this cause has not been reported in literature. In the etiopathogenesis, it is suggested that the cause of this bullous appearence of the tumor is obstruction of lymphatics, and congestion of lymhatic fluid [1, 2] , so this bullous variant is also named as lymphangiectatic pilomatricoma [6] . Some authors suggest that the tumor cells can produce elastinolytic enzymes which cause disruption of collagen fibers and destruction and dilation of lymphatic vessels [1, 2] . At the end of these processes, the dermis is filled with lymphatic fluid [1] . The common dermatoscopic findings of bullous pilomatricomas are reddish homogenous areas, irregular white structures and hairpin-like atypical vessels [7] . We also obtained similar findings with dermatoscopy. In the histopathology of bullous pilomatricomas, in addition to the classical histopathological findings such as shadow cells, basophilic cells, foreign body cells, calcified focus or even ossification, dilated lymphatic vessels and lymphedema in the superficial dermis are seen [1, 2] . Sometimes, focal loss or a marked reduction of elastic fibers in the dermis are also seen [3] . Although pilomatricomas can be associated with other genetic disorders such as Curschmann-Steinert myotonic dystrophy and Gardner's syndrome, these associations have not been described in bullous variants [1, 6] . In differential diagnoses, lymphangioma, bullous morphea, secondary anetoderma and malignant tumors should be considered [6] . Since the lesions do not regress spontaneously and recurrence is rare, treatment of choice is surgical excision [1, 3, 6] 
